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For the first time in history, most people can expect to live well into their 70s and 80s 
with considerable vigor and self-sufficiency. Trends indicate that increasing numbers 
of people will live into their 90s and beyond. The increase in life expectancy has 
been truly remarkable. Whereas early in the 20th century only a small percentage of 
the population lived past ~»5 years, life expectancy now is in the mid-70s: By 1990, 
those over age 65 constituted 12.7% of the total l.\S. population. By the year 2030, 
this age-group is expected to increase to over 21% (Cavanaugh, 1997). In the United 
States, people over 85 years of age are the fastest growing age-group. 

As life expectancy has increased, developmental theorists have recognized that 
older adults have the potential to continue to grow and develop until they die. 
Stereotypes about aging, however, interfere with the recognition of the growth 
potential of older adults and contribute to the reluctance of older adults to seek 
counseling and of mental health workers to serve them. 


STEREOTYPES OF OLDER ADULTS 

The overriding stereotype is that as adults age, they automatically start deteriorating 
and declining physically, psychologically, and socially. They are thus considered an 
emotional and economic drain on society. Paradoxically, however, another prevalent 
stereotype is the belief that most older people are well heeled, wasteful spenders 
who indulge in frivolous activities, using up the resources of their heirs. Yet another 
misperception is the belief that older people live in a blissful golden age with few 
hassles and conflicts, contentedly reclining in rocking chairs or peacefully withdraw¬ 
ing from society as they wait for death. Older adults are also mistakenly perceived as 
being a homogeneous group very much alike in characteristics. 

Of all these stereotypes, the most devastating to the welfare of older adults is 
equating aging with decline and deterioration. In her book The Fountain of Age 
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(1993), Betty Friedan claims that most of the faulty assessment is perpetuated by 
physicians, nurses, psychologists, and gerontologists. Over 75% of recently pub. 
lished articles and hooks written by health care professionals about aging deal only 
with those who are physically incapacitated, chronically emotionally disturbed, or 
victims of Alzheimer's disease. Publications about older adults generally cover only 
those living in nursing homes, although only 5% of older people live in these facili¬ 
ties (Bee, 1996; Myers, 1990; Perlmutter & Hall, 1992). 

Actually, over three quarters of this age-group are self-sufficient. Relatively free of 
heavy responsibilities such as child rearing and career development, most older 
adults are able to pursue creative, self-fulfilling activities in the community Rather 
than focusing on the plight of languishing through a long period of physical and 
mental decline, increasing numbers of older people are realizing the potentialities 
and possibilities of living two or three more decades of continued healthy growth 
and development. 

Friedan (1993) emphasizes that ageism comes from society’s tendency to com* 
pare older adults to an ideal-youth model. This attitude, she says, contributes to 
older adults trying to emulate youths and despairing as a result. She also emphasizes 
that the increasing numbers of active, healthy people over age 65 constitute a poten¬ 
tially powerful and positive social force in society—a force, however, that has not as 
yet been defined. 


NEW PERSPECTIVES ON OLDER ADULTS 

New perspectives on older adults allow for a positive image of aging. Longitudinal 
designs by researchers and life-span developmental theories indicate older adults 
continue to develop. Studies about cognition and memory also indicate that one's 
intellectual capacities continue to develop as one gets older. 

Older adults are difficult to categorize because they represent the most hetero¬ 
geneous and diverse developmental group. Whereas young people are noted for 
looking, dressing, and acting like their peers, and those in the workplace follow cer¬ 
tain dress codes and patterns of living, older adults tend to develop pronounced dif¬ 
ferences. They tend to go their separate ways. Some, for example, become more 
deeply involved in specialized hobbies, such as raising orchids or collecting minia¬ 
ture train sets; others become engrossed in skydiving or car racing; and some spend 
all their time traveling in their camper vans while others stay put in the same home 
and devote themselves entirely to their grandchildren. And some never retire, partic¬ 
ularly self-employed persons and professional artists and musicians. 

Developmental theorists have recently been countering the prevailing tendency 
to lump all older people into one age-group—the elderly—an age-group that extends 
over three decades (65 to 90 and beyond), the widest span of all age-groups. Those in 
their 60s, for instance, usually have very different concerns from those in their 80s. 
And those in their "Os tend to have very different concerns from those in their 90s. 
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A Change in Research Designs 

The stereotype of the declining older adult results largely from gerontologists using 
cross-sectional research that compares older adult performances with those of 
younger people (Friedan, 1993). Moreover, the subjects of such studies were primar¬ 
ily older adults living in nursing homes or other caretaking institutions—a select 
group of persons with physical or mental incapacities (Myers. 1990; Wellman <& 
McCormack, 1982). 

Life-span developmental psychologists have since made significant methodologi¬ 
cal changes in their theoretical and research designs. Using longitudinal instead of 
cross-sectional approaches, they test the same subjects over a long period of time or 
use a sequential design that combines cross-sectional and longitudinal methods. 
These approaches permit one to look at changes or consistency among cohort 
groups—groups of individuals who were all born about the same time and who 
share similar contextual or historical experiences (Bee. 1996; Knight. 1996). Those 
who were teenagers during the Depression, for instance, grew up with attitudes dif¬ 
ferent from those who were teenagers during the upheavals of the 1960s. 

Longitudinal and sequential research on aging, when carried out with normally func¬ 
tioning older adults, shows that older |X.*rsons, instead of going through a steadv pent xI 
of decline and deterioration as they age, continue to maintain their capacities to learn. 


Emergence of Life-Span Developmental Theories 

Until the 1950s, developmental psychologists theorized only about child and adolesc ent 
stages of development. With the exception of Carl Jung (1931 1968), gerontologists and 
psychologists believed that people started declining after they reached adulthood. 

Another exception is Donald Super (1942), who, following Charlotte Buehler's 
life-span developmental theory, introduced a vocational development theory in 
which he outlined vocational tasks appropriate at different life stages (see chap. 12). 
In this early model, however, he followed the prevailing view that individuals over 
age 65 simply decline. In later years, he softened his position: For example, most 
recently (Super, 1990), he no longer describes older adults as being in decline. He 
does, however, see older adults only in non-occupational roles; moreover, "explo¬ 
ration” for older adults, he says, consists merely of looking for a suitable retirement 
home. He sees little need for society to cultivate a pool of occupational talent among 
older adults. 

Influenced by Carl Jung, psychoanalyst Erik Erikson (1950) published an 8-stage, 
life-span developmental model in which he proposed that people continue to 
develop throughout the life span (see chap. 4). At this time, however, he included 
only two adult stages: (a) the generativity stage from age 30 through midlife and (b) 
the integrity stage for everyone over age 65. Even so, these two stages became clas¬ 
sic models for the older adult. During th e generativity stage, adults are in their car¬ 
ing, nurturing, reproductive years; during the integrity stage, older adults work 
through feelings of despair and hopelessness to achieve a renewed sense of integrity 
and meaning in life. 
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In the 1970s, Gould (1978), Levinson (1978), and Valliant (1977) elaborated 0n 
Erikson's life-span developmental theory. Their emphasis, however, was on midlife 
crises of 40- and 50-year-olds. 

Robert Butler (1963, 1975) took the lead in focusing on developmental tasks and 
concerns of older adults. To challenge prevailing opinion that older adults sink into 
steady decline, he issued the landmark book Why Survive (1975), declaring that elderly 
persons serve a vital purpose in society. His book Productive Aging (Butler & Gleason 
1985) explores new roles for older adults and means by which they can best serve society 

Others suggested three substages within this span: young-old (ages 65-75), old. 
old (ages 75-85), and oldest old (age 85 on) (Bee, 1996). Unfortunately, such ageis m 
terms imply little sense of development except for that of decline. 

In the days when Erikson (1950) proposed his stages of development, the 
process of searching for and finding new meaning in life—gaining integrity—was 
considered sufficient as the last stage of life. One is then ready to die. Erikson has 
since revised his work many times, but his original theories stuck in the public mind. 
Some have criticized the integrity stage for being the so-called last stage of develop, 
mem. After attaining integrity, many older adults still have 20 to 30 more healthv 
years to live. Friedan (1993) believes there must be more to life for older persons 
after they reach the integrity stage; there must be another stage to go through. She 
believes that generativitv, which Erikson proposed as occurring during the midlife 
period, should be continued for the rest of one’s life but with a different emphasis. 
Whereas younger adults focus on trying to procreate, to nurture, and to influence 
others through bearing children, through parenting, and through career roles, older 
adults could somehow serve the needs of the community at large in meaningful 
generative ways. 

Erikson (19^8. 1980, 1982) continued to revise and develop his work. Briefly he 
emphasizes that older adults, as they become more reflective, draw on their 
resources developed in earlier stages; generativity, rather than being a stage one has 
left behind as one moves into the last stage, is an ongoing process but differendv 
expressed. At the integrity stage, one reviews prior stages on an ongoing basis; one 
draws on one s resources—a dynamic, regenerative practice that also reaffirms one s 
sense o f sel f (i n t eg r i t y). 

Joan Erikson (199“'). Erik’s wife, adds a ninth and last stage to Eriksonian theory. 
In her 90s, she speaks eloquently about this final stage that describes those in their 
80s and 90s, who, in retrospect, realize that their feelings of hope and trust, the 
foundations of development, are constantly being challenged as they start losing all 
that had been gained in previous stages—losses without hope of regaining. Paradoxi¬ 
cally, as one relinquishes these aspects of oneself, the remaining qualities, hope and 
faith, enable one to transcend material needs, except for what is immediately pre¬ 
sent—enjoying a child’s laughter, enjoying the scent of roses, searching for one’s 
glasses. The final stage, wisdom, o v gerotranscendence as she calls it, is similar to 
transcendent states expressed in Jungian and Eastern spiritual practices. In this 
seeming withdrawal from life, one becomes more keenly present: 

This type of withdrawal.* in which one deliberately retreats from the usual engagements 

of daily activity is consciously chosen withdrawal. Such a stance does not necessarily 
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imply a lack of vital involvement: there may Ik- continued involvement despite disengage¬ 
ment—as Erik says, a “deeplv in\nl\txt. tlisimolvetnent.” This paradoxical state does seem 
to exhibit a transcendent qualm, a "shift . . . from a materialistic and rational vision. ‘ How¬ 
ever, when withdrawal and retreat are motivated by a disdain for life and others, it is 
unlikely that such peace of mind and transcendence will be experienced, (p. 125) 

Jungian psychoanalyst Alan Chinen (19K9) has subdivided the latter stages into 
several developmental stages in which the older adult undergoes tasks and attains 
renewal and growth. In his hook In the lit er After, he uses elder fairy' tales as an 
appropriate mode of describing psychological development in the latter y ears. The 
first group of tales depicts the first stage in which older persons confront their own 
foibles. The next series of tales shows how older persons replace self-centered, ego¬ 
building needs essential for youth with concerns about resolving issues for the long¬ 
term benefit of others. Self-transcendence culminates In the third stage: they 
become elders, a stage of w isdom and compassion. 

Another Jungian psychoanalyst, Clarissa Pinkoia Estes (1992), proposes a series of 
developmental stages that continue throughout life past 100 years. Although she refers 
to women, similar stages, she say's, can be considered for men. The stages occur at 
year intervals, and each requires a set of tasks, w hich breaks (he usual outlook one has 
of aging as passively moving through life governed only by time. Each age represents 
a change in attitude, a change in tasking, and a change in values” (p. 4-0. 


Psychological Characteristics 
Cognitive Development 

Recent studies show that intelligence does not decline with age. Reports in earlier 
studies that intelligence scores dropped in adulthood were based on the use of intel¬ 
ligence tests standardized to youth-oriented tasks. These tests emphasized speed- 
based performance and abstract reasoning unrelated to experience. Researchers 
then began to compare the subscores of intelligence tests between older adults and 
youths. They found that older adults outperformed younger adults on meaningful 
tasks involving knowledge, judgment, and experience (verbal reasoning, perfor¬ 
mance tests, information), whereas younger adults did better on speed tests, mem¬ 
ory tasks, and abstract reasoning unrelated to meaningful or cultural experiences 
(Bee, 1996; Friedan, 1993; Schaie, 1990). 

Older people generally become concerned about losing their memory—an 
essential component of intelligence and reasoning. Studies have tended to show a 
slowdown, as one gets older, in working memory, which involves the capacity to 
hold information in mind while at the same time using the information to solve 
problems or to acquire new learning (Bee, 1996; Craik Sc Jennings, 1992). 

But research also shows that memory' differences between younger and older adults 
are insignificant when the material to memorize is relevant and meaningful and when 
older adults are motivated (Knight, 1996). Younger people are quicker than older adults 
in memorizing nonsense syllables and digit-span recall, but older people may be insuffi¬ 
ciently motivated because they do not sense the relevance of rote memorizing tasks. 
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Aside from the fact that older persons may be too wise to bother learning mean¬ 
ingless symbols, the question remains whether they have the cognitive capacity for 
rote memorization. Researchers have found that normally functioning, motivated 
older adults, with practice, can regain skills on speed and memory tests (Friedan, 
1993; Knight, 1996). 

Friedan (1993) challenges the prevailing belief among psychologists and geron¬ 
tologists that human brain cells automatically deteriorate as the adult grows older. 
She cites the work of Diamond, Johnson, Protti, Ott, and Kajisa (1985), who studied 
brain cell deterioration in rats, including very old rats. Placing rats in a large cage in 
an enriched environment with loving care from attendants and with games and 
mazes to play with, the researchers compared these rats with other rats who were in 
an empty cage and who were fed without any loving care or enriching environment. 
Those in the enriched environment increased the number of brain cells, whereas the 
brain cells of isolated rats withered. 

Rvbash, Hover, and Roodin (1986), who support the importance of accumulated 
experiences over the years, believe that older adults set up a type of expert process¬ 
ing much like a computer. Knight (1996), commenting on this view, writes: 

Vi'ith the accumulation of experience, older adults have a considerable store of knowl¬ 
edge about how things are and how things work, especially in their individual area of 
expertise, informed by work experience and family experience. In these expert domains, 
the more mature may tend to outperform the young, (p. 6) 

Theory of Multiple Intelligences (MI). Another issue regarding whether a per¬ 
son's intelligence automatically declines with age challenges the criteria for measur¬ 
ing intelligence itself The standard measurement system, known as IQ, has been 
criticized for some time, most recently and significantly by Gardner (1993). In his 
book Frames of Mind The Theory * of Multiple Intelligences , he proposes that per¬ 
sons are not horn with a single type of intelligence, but rather develop multiple intel¬ 
ligences over time through learning. His theory, described in chapter 6, explains how- 
intelligence manifests in a variety of ways: linguistic, musical, logical-mathematical, 
spatial, bodily-kinesthetic, and personal. The main criteria for assessing intelligence, 
he claims, should apply to various cultures around the world and, moreover, should 
focus primarily on problem-solving abilities, abilities that entail resolving “genuine 
problems" and “finding and creating problems 1 ' (p. 10). Thus, older adults in certain 
cultures are esteemed for their high level of elder intelligence. 


Psychosocial Development 

Prevailing views about the aging process have held that as people get older, they 
become increasingly inflexible in their attitudes and behavior. Older people are 
stereotyped as adhering to old patterns of behavior, resisting new experiences, and 
being unwilling or unable to adapt to change. 

In reality, however, older adults have gone through many transitions and varied 
relationships and upheavals throughout their lives, tasks that require considerable 
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adaptation and flexibility. After they retire ami after their children leave home, older 
adults experience loss of status, change in housing, loss of friends and spouses, and 
loss of physical agility To cope with these many changes requires fundamental adjust¬ 
ments in attitudes and perspective ilihincn, 1989; Fnetian, 1993; Neugarten, 19^). 

Another general misconception has been that older people are expected to with¬ 
draw voluntarily from society as an inevitable step toward a new life filled with con¬ 
tentment and peace. This disengagement theory, developed by Cummings and 
Henry (1961) and considered a significant psychosocial process of aging, dominated 
the thinking of professionals and the general public for decades. Cummings and 
Henry declared that older adults who detached themselves from society were follow¬ 
ing a natural and optimally healthy process. 

Recent research, however, indicates the opposite. Those who are least disen¬ 
gaged have higher morale, are healthier, and display more satisfaction (Adelmann, 
1994; Bee, 1996). Healthy, normally functioning older adults tend to be well 
informed about current social issues and participate in worthwhile community activi¬ 
ties (Cavanaugh, 1997). Having said this, many do undertake a healthy disengage¬ 
ment—the very old, those in their 80s and 90s, as discussed earlier, and those seek¬ 
ing an inner spiritual path, as discussed later. 

Older adults who desire to serve the community do face barriers, however. 
Unlike earlier stages of development in which roles and tasks are laid out for 
younger generations (careers, university degree programs, raising a family), older 
adults must carve out roles for themselves in untracked, innovative ways and do so 
in a manner that keeps them maintaining a sense of freedom, independence, and 
control over their lives. 

As an example of becoming more active and innovative participants in the com¬ 
munity, seniors are beginning to develop and run their own programs at some senior 
centers, rather than merely following programs determined and administered by a 
vounger-aged staff. 

At the Whitney Senior Center in St. Cloud, Minnesota, for example, octogenarian 
Willis E. Dugan (1997) developed a senior activity project for the Retired and Senior 
Volunteer Program (RSVP). This project is an especially remarkable way of engaging 
seniors in a meaningful and beneficial social activity because it involves and benefits 
multiple generations. Senior citizens assist frail, elderly, nursing home residents in 
constructing wood blocks and toys for children. (This project is described more fully 
in chapter 19.) 

In 1994, more than 285,000 older adults participated at 1,900 elderhostels world¬ 
wide—evidence that elders are eager for learning but in ways that differ from the 
desire to learn at conventional youth-oriented college campuses. The success of 
these hostels is attributable, in part, to older persons’ sense of freedom to choose to 
learn what they want and need. It fits their personal quest, their inner journey to 
acquire a renewed sense of meaning in life, a zest for learning that surpasses that of 
the average college student. 

The success of elderhostels that began in 1975 surprised even the founders’ 
thinking. At a recent symposium on productive aging, keynote speaker and elderhos- 
tel founder Marty Knowlton (1996) said he never expected the unbelievable 
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response and progress in the development of elderhostels worldwide. “We didn’t 
know with whom we were dealing. They are marvelously responsive, extremely men- 
tally alert, open, friendly, challenging,” He pointed out that key to the success of the 
experience is how challenging older people can be to their professors. “It hones the 
college professor to he sharper and sharper” every time he or she engages with an 
older-adult student. 

Permanent year-round learning institutes are forming as part of the Elderhostel 
Institute Network. Called the Institute for Learning in Retirement (ILR), more than 200 
are located in the United States and Canada (see chap. 19 for a description of the ILR). 

In their quest for meaning, older adults tend to focus on spiritual concerns and 
issues. The spiritual quest is necessarily done in solitude; the older person disen¬ 
gages from the outside world, a tendency often misunderstood in an extraverted, 
ego-centered, secular-minded society. Older persons who retreat into themselves are 
judged as fading out, losing their minds, or getting senile, not only by caring loved 
ones but also by most health care professionals. Even many religious organizations 
are unprepared to acknowledge and enhance the spiritual inner journey the older 
person takes. In his book To Dance With the White Dog (1990), Terry Kay eloquently 
describes such a man in his 80s who has lost his beloved wife of 60 years. When he 
adopts an imaginary white dog as his preferred companion for his inner journey, his 
overconcerned adult children believe he’s not in his right mind and consider send¬ 
ing him to an “old folks home”; he finally convinces them to see things his way 

In their spiritual search, older persons face their own sense of mortality part of 
the despair integrity process, a difficult yet essential developmental task for older 
people. Schachter-Shalomi and Miller (1995) put it this way: “Release from myopic 
self interest brought on by the terror of death, elders can now serve others. Having 
acquired a broader philosophic perspective and a rootedness in the continuity of 
time, they can act as custodians of humanity’s wisdom” (p. 91). 

In many cultures other than ours, elders are honored and revered and are given 
special recognition as persons of wisdom. Baruth and Manning (1999) comment: 
“Many Japanese Americans equate old age with prestige and honor. Respect for 
elders is evident in the language used when addressing the elderly and in ... bowing 
to them” (p. 180). 

Similarly, in Native American and Hispanic families, elders are not expected to 
withdraw, but rather play the role of mentors to younger generations (see chap. 14). ' 


Physical Capacities 

As they age. people generally start losing physical agility and endurance; many cannot 
hear or see as well as they used to: and many suffer from crippling arthritis and need 
canes or walkers. Such physical losses, however, have been perceived as affecting all 
older adults. As mentioned earlier, part of the problem is society’s tendency to lump 
all seniors together, although the older population stretches over a 30- to 40-year 
span. The physical capacities of 65-year-olds are usually very different from those in 
their 80s, and those in their "’Os are usually more agile than those in their 90s. 
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Further misconceptions about the degree of physical deterioration in older 
adults may arise from misdiagnosis. The lack of mobility or agility in many older 
adults may result from high dosages of medications, poor nutrition, or lack of exer¬ 
cise. Physicians, nurses, gerontologists, psychologists, and other health care profes¬ 
sionals may incorrectly attribute the older person s physical afflictions to the normal 
aging process. 

On the positive side, although adults tend to acquire more physical limitations 
as they age, they also have more time and leisure than do younger adults to attend 
to good nutrition and to engage in physical fitness programs. Moreover, loss of some 
physical or sensory capacities tends to enhance other sensory capacities. Blind per¬ 
sons, for instance, are noted for their acute sense of hearing. Those persons slowed 
down by walkers or canes tend to observe more keenly everything around them, as 
is so poignantly portrayed in Terry Kay 's bmk To Dance W Hb a White Dog (1990). 


h* COUNSELING OLDER ADULTS 

Many gerontologists and other professionals have been discussing the paradox of 
aging in our culture: the paradox of a rapidly growing group of healthy, vigorous, 
older adults eager to learn and wanting to cane out new roles for themselves in a 
society that stereotypes them as no longer competent or as standing in the way of 
younger people (Butler & Gleason, 1985; Friedan. 1993; Gutman, 1987). 

As scholars have become more interested in the developmental aspects of aging, 
the counseling profession, too, has become more interested in the counseling needs 
of normally functioning older people (Myers & Schwiebert. 1996). Jane Myers (1989, 
1990) has been instrumental in changing attitudes and practices in mental health 
counseling with older adults. 

Mental health counseling with older persons is an emerging specialty stimulated by 
changing demographics and dramatic increases in the number of older persons during 
this century Because most mental health counselors can expect to encounter older per¬ 
sons and their families with increasing frequency, an understanding of normative and 
developmental issues and transitions is imperative. (Myers, 1989. p. 245) 

Largely through Myers’s efforts, a national gerontological counselor certificate 
was established in 1990 by the National Board of Certified Counselors. Since then, 
more than one-third of counselor training programs have added or expanded course 
offerings in counseling older adults (Myers Si Schwiebert, 1996). 

In a review of the literature on aging and counseling, Myers (1990) notes, how¬ 
ever, that counseling services for normally functioning older people do not meet the 
current need. She claims that considerable numbers of older adults have mental 
health concerns that could be responsive to treatment in mental health services. 
Whereas older persons constitute 15% of the L\S. population, older adult clients rep¬ 
resent only 2% to 6 % of mental health clients in outpatient services (Flemming, 
Rickards, Santos, & West, 1986; Myers, 1990). In contrast, the 10% to 15% of older 
adults who are chronically or severely mentally ill take up the major proportion of 
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inpatient mental health resources. Myers (1990) comments: ‘Although older persor* 
are under-represented in outpatient care, they are over-represented in inpatie nt 
mental health populations. More than 00 percent of public mental hospital beds a r t 
occupied by persons over age 65“ ([>.251). 

The latest viewpoints and research about older adults denote a much moreopti. 
mistic view about therapeutic work with the elderly than traditionally held attitudes 
among professional gerontologists and other health care professionals. Increasing 
numbers of counseling professionals are exploring their attitudes about counseling 
older adults. Mvers (1990) and Knight (1996) have given attention to the uniq^ 
counseling needs of older adult clients; Waters and Goodman (1990) have presented- 
counseling strategies particularly useful in empowering older adults. Knight (19%) 
Mvers (1990), and Waters ( 1990b) have discussed how counselor attitudes toward 
older adults influence the counseling relationship. 

Other counseling practitioners have presented special techniques, such as ljf e 
review and reminiscing, appropriate for counseling this age-group (Crose, 199 Q. 
Knight, 1996; Sweeney. 1990. Waters, 1090a) Jungian psychiatrist Allan Chinen 
(1989) presents the sjxvial technique 1 •( using elder fairy tales to guide older per- 
sons through a series ot developmental tasks that helps lead them through various 
transformational stages 


Characteristics of Older Adult Clients 

Older adult clients, programmed h\ as** iet\ as useless, weak, or incapable of learn¬ 
ing, generally fee! despair Mam are unaware of their potentialities to learn new 
skills, to grow persi >na!i\, ami u t adapt u » the main transitions in their lives. 

Nevertheless, older adult' are |*>tentull\ got*! prospects for counseling. Thev 
have had more complex and varied e\|x*ricnccs in relationships, transitions, and 
losses than younger i licnis Thc\ tend u 1 have deeper insights and to give more con¬ 
sidered thought to issues The\ have a longer time span of past experiences to 
process and reflect on Then are apt to lx* more judicious and more contemplative 
about selecting a method to re*olu* their problems because they see more alterna¬ 
tives based on previous e\|X*nent e than do vounger clients. Knight (1996) says: 

The development of e\|XTti*e through lilc cqxTieme will, in general, be an asset when 
working with older adult* Older adult* • «tirn h.i\e e\|XTtise that is relevant to the prob¬ 
lem that was brought to therjjn their m i umuLiied knowledge of people and relation¬ 
ships can he bmught to t*\ir on 1 unvm retain m*hip problems, (p. 26) 

Knight comments further al*mt the nth pathological history 7 older adults bring to 
counseling: “If the issue has txvn of umh ern t* »r m >me time, there are probably exam¬ 
ples of many different wavs that the client lu* approached the problem in the past, 
with various patterns of suites* and failure' <p 40p He perceives that the challenge 
for counselors ami client* i* u * take a* mu« 1 ) a* ]Possible from these past experiences 
and to help clients see them Imm a |kt*jxx me that is relevant to current needs. 

Post retirement individual* often have more time and energy to explore new 
behaviors, interests, skill*, and rclaiion*hip* than do younger clients. Most are no 
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longer committed to full-time jobs, nor are (hey invoked hi raising or supporting fam¬ 
ilies. (That is changing, though, with so many adult ihiSdren returning home to live 
with their parents and with so many older adults now raising their grand* Ink Iren.) 

Because older people are far more divergent m their outlook and experience 
and span a far broader age range, they are tust as diverse m their attitudes and reac¬ 
tions to counseling and therapy. Hlders in their u<N and ~os are usuallv more favor¬ 
able toward counseling than elders in their Sik and Those m their mk and 90s. 
who grew up at a time when counseling was considered to lx* only for v ra/y" [Peo¬ 
ple, are generally reluctant to seek or accept counseling Mam m thetr hk probably 
have had counseling of some sort or another. Nome rnav be quite,willing to seek 
counseling; others may be too “therapy-wise" and cynical about therapists 

With these considerations in mind, one can make some generalizations about 
the concerns of older adults that differ from those of vounger clients. Adolescents, 
young adults, and midlifers are concerned by and large about strengthening their 
egos, developing careers, and raising families. The roles they play are fairly well 
established and reinforced in society. 

Older adults must contend with several complex transitions and changes that 
are unique to the latter stage of life. Some older people think their skills are < obsolete 
and are unaware of latent talents they may have that could be developed. Others 
who are eager and optimistic about applying their skills in new ways anti in develop¬ 
ing latent talents in worthwhile endeavors find resistance from employers, training 
institutions, family, and peers that is based on prevailing stereotypes about aging. 

Transitions that older people go through require changes in long-standing habits 
and lifelong patterns of living in a society that offers few prescribed roles to help 
guide them through the necessary adaptations. When they no longer are involved in 
maintaining careers or no longer responsible for rearing children, many older adults 
are quite happy to be free from responsibility and enjoy taking trips, vacationing, or 
following a life of leisure. Many others, however, sensing that they are no longer 
needed either as parents or as valued employees, feel useless and full oi despair. 

Erikson (1950) believes that these feelings of despair are central to the latter 
stage of life-span development. He proposes that older persons faced with despair 
and disintegration no longer focus on outward or external connections as a way of 
finding meaning in life. Typically, their search for meaning turns inward. As discussed 
earlier, they reassess their past experiences and reintegrate them with the present to 
achieve new meaning. They acquire a renewed sense of self a stage Erikson terms 
integrity. Butler (1963) elaborates on this process of integration in which one looks 
back on one s life, coining the term life review." 

The most valued relationships of older adults also undergo transitions. Many 
expect spousal relationships, parent-child relationships, and relationships with siblings 
to remain static, but from a developmental point of view, dynamic relationships with 
loved ones are necessary if the relationships are to continue to deepen and mature. 

After children leave home and one or both spouses retire, the relationship 
between spouses often changes. The husband may hang around the house, getting 
in his wife’s way. The wife is unaccustomed to her husband being underfoot; 
besides, she may be preoccupied with caring for her 90-year-old mother, who lives 





50 miles away. As described more fully later in the chapter, one spouse may become 
seriously ill and require constant caretaking by the healthier spouse—a role the care¬ 
taker spouse may find emotionally and physically exhausting. 

The death of a spouse forces changes, new responsibilities, and challenges i n 
the life of the surviving spouse at the time when he or she is in shock and grieving 
over the loss. The spouse may be challenged by having to take on unfamiliar house* 
hold tasks previously carried out by the other spouse. The spouse may lose contact 
with previous friends and be uncertain about new' roles as a single person. 

Older adults’ relationships with their adult children also go through changes. | n 
some instances, adult children may not know' how to respond to their parents’ new 
patterns of living. In other instances, considerable numbers of adult children in their 
30 s are not yet economically established and are returning to live with their parents. 
Older adults are unaccustomed to such a phenomenon, and many are unprepared 
for such interruptions in their lives. In numerous cases, older adults are having to 
take on full-time care of their grandchildren. According to the U.S. Bureau of the 
Census, 3.” million children (18 years or younger) are living in households headed 
by grandparents (Morrissey 1997). 

Intergenerational relationships thus take on complicated twists unlike in earlier 
days when eider parents passed away soon after adult children set up their own house¬ 
holds and started raising families. Whereas in former days certain predictable static rela¬ 
tionships sufficed in conventional lifestyles and shorter life spans, now intergenera- 
tional relationships are as unprediaablv fluid as are relationships in general. Many older 
adults and their adult children are in contact with each other every day. At the other 
extreme, many are no longer in contact with each other at all. As with any dynamic 
interaction, loved ones experience strain and conflicts. Working through conflicts and 
resolving misunderstandings is a necessary part of the developmental process. 

Sibling relationships among older adults often undergo marked changes as well. 
A brother or sister may suddenly take on added significance in one's latter years. Sib¬ 
ling bonds differ from parent-child bonds. Siblings are not only peers; not only have 
they known each other longer than any other persons, but they are also blood rela- 
lions, kinfolk who share a past more closely than w r ith their spouses or children. 
Older adults often seek out siblings whom they have not seen for years. Their high 
expectations of bonding the way they used to may turn out to be a disappointment. 
Or they may develop deep, fond relationships they never had when they were young. 

Physical afflictions of various kinds are a major area of concern of older adults. 
Although mam older adults are physically fit and involved in exercise programs, run 
marathons, and go on long hicu le treks. of older people are physically limited 
in one wax or another i(.avanaugh. 199"). Many have had hip operations, mastec¬ 
tomies. or heart Iwpass surgerx; many suffer from such chronic health problems as 
arthritis or bac h pain Alt hi nigh some older adults with physical problems retreat to a 
.sedentary marine litestxie. mam others partake in preventive health care programs 
bv |ommg plixsical litness Uubs and eating healthful, nutritious meals. Many older 
adults learn to adapt in their physical limitations and increase activities that use 
other physical or sensorx capac ities. A once physically active older person now' con¬ 
fined to a wheclc hair max. lor example, in his or her solitude turn inward, develop a 
xi\ id irnaginatu »n. and bei < >rne a bcloxed storyteller. 
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In most cases, older adults' financial status determines their ability to adapt suc¬ 
cessfully to the many changes of later life, to learn new skills, to keep physically fit, 
and to continue to he productive and self-sufficient. W hereas many older people are 
comfortable financially, many others. trung to survive on Social Security checks, 
worry about how to make ends meet Their * a eroding concerns are about rising 
costs of medical and dental care and diminished income, and holding on to ade¬ 
quate housing for themselves. 

Counselor Characteristics 

Increasing numbers of counselors are working with older clients in mental health 
clinics, health centers, senior centers, and private practice (Waters, 1990b). Their ear¬ 
lier reluctance to work with older adults has decreased as the counseling profession 
has begun to dispute ageism stereotypes while giving more attention to growth and 
development in older adults. 

Counselors who work effectively with older adult clients have additional charac¬ 
teristics and skills that supplement those described in chapter S. They should be 
familiar with the economic, social, and political times that older adults have lived 
through; they should be aware that older adults have experienced many more com¬ 
plex transitions and have endured longer term relationships than younger adults. 
Counselors with this awareness help older clients (a) perceive their strengths and 
coping skills, which they developed over the years, and <b) apply or adapt these to 
resolve current dilemmas. They should also be aware of previous counseling experi¬ 
ences older adult clients have had and the effect of these encounters on the clients' 
current attitudes about counseling. 

The mental health of older adult clients is very closely tied to their physical, 
social, and economic well-being. Counselors, when working with older clients, find it 
particularly important to network with other professionals and agencies serving 
elders in the community. For example, consultations or referrals to physicians, physi¬ 
cal therapists, or nutritionists, with the client's knowledge, often contribute to more 
successful counseling results. 

The Counseling Process 

The counseling process for older adult clients follows the stages described in chapter 
9. Although these stages parallel those that occur in the counseling process with 
younger clients, there generally are some differences with older clients, particularly 
in tvpes of counseling goals, in transference and countertransference relationships, 
in encouraging client action, and in the terminating phase of counseling. 


Counseling Goals 

A major counseling goal is to help empower older adults to gain control over their 
lives. When they enter counseling, older clients typically express feelings of helpless¬ 
ness and hopelessness; they generally feel overwhelmed by losses, transitions, and 
changes in life. Such a goal can help older clients explore previously learned coping 
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skills and learn to use them in new ways. Older clients feel empowered when coun¬ 
selors help them refute ageism stereotypes, a necessary first step as they strive to 
carve out new roles and new relationships despite resistance from society or from 
those close to them. 

Spiritual questions and concerns are often raised by older adults when former 
roles and long-held commitments are no longer existent or satisfying. The older 
client's goal in these instances is to explore new meanings and purposes in life that 
transcend immediate personal needs. 

Another counseling goal particularly important to older clients who generally 
feel isolated or lonely is that of seeking out community support groups. Persons 
working through grief over the death of their spouses, spouses heavily burdened 
with caretaking duties, or individuals cut-off from family or career relationships can 
profit from appropriate support groups. 


Transference and Countertransference 

In all counseling relationships, counselors and clients develop feelings toward each 
other based on unconscious attitudes arising from unresolved relationships experi¬ 
enced in the past. Client feelings toward counselors are called transference v coun¬ 
selor feelings toward clients are called countertransference (see chap. 5). 

Until recently, therapists, following Sigmund Freud’s original views, considered 
these feelings barriers to successful counseling. Transference was considered a neu¬ 
rosis that had to be worked through before the patient could progress in counseling. 
Countertransference was considered an even bigger problem. Therapists believed 
that they had to suppress these feelings or cut off counseling sessions. 

Therapists now believe that awareness and acceptance of feelings of transfer¬ 
ence and countertransference offer opportunities for both client and therapist to 
work through unresolved feelings. They thereby strengthen the counseling relation¬ 
ship. a process that is a rehearsal for developing more effective relationships in 
everyday life (Corey 19%; Gelso & Carter, 1985; Genevay & Katz, 1990). 

Successfully working through transference feelings with an effective counselor 
can help older adults dear up unresolved power issues between themselves and 
their adult children; work through unrealistic or negative expectancies about rela¬ 
tionships with grandchildren; or work through unresolved guilt feelings, jealousies, 
or power struggles with spouses or with siblings either living or dead (Knight, 1996). 

Genevay and Katz (1990) have taken the lead in exploring countertransference 
with older adults. In their book Countertransference and Older Clients , they point 
out that counselors can he more effective with older clients w ; hen they recognize 
and make therapeutic use of these feelings. They say 7 , 

We 11 wne fair n» Lue with thoughts, memories, feelings and unresolved issues from our 
n\\n lives We can <.1 >nnect our feelings and experiences with those of the patients and 
clients we sene. and we can provide better diagnosis and treatment in the process. Out 
of <>ur own observations of ourselves and our aging families we can become more effec¬ 
tive professionals and more sensitive to the people we help. (p. 13) 
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Counselor counter transferences are a partu ul.irlv tmi'kirunt and complex part of 
the counseling process with older clients because clients are apt to he older than the 
counselors. Counselors may overreact to client concerns on the basis of experiences 
they themselves have had or are having with their own aging parents, to their own 
fears about aging, or to strong reactions alxuii mk ictv s neglect of elders. At times, 
these counselor feelings may arise in reaction to the type of problem the older client 
is confronting—suicidal thoughts, declining phvMcal or mental capacities, or death. 

When older clients remind the counselor of his or her mother or father the 
counselor may become oversolicitous if the clients seem frail. Or if clients disagree 
or take issue with what the counselor says, the counselor may feel threatened and 
think his or her expertise is being challenged. The counselor may become more 
authoritative, determined to point out the clients’ faults or need to change, or the 
counselor may distance him- or herself from clients and become indifferent to the 
dynamics of the relationship. UTien the age differential is large, the counselor may 
regard the clients as grandparents; countertransference reactions may evoke protec¬ 
tive feelings in the form of “a basically positive feeling for a somewhat fuzzily per¬ 
ceived older person who must be protected from the middle generation's interfer¬ 
ence" (Knight, 1996, p. 71). 

Counselors need to be alert to the pressure of negative countertransference 
when, for example, they become convinced that a client is too old to profit from 
therapy, they consistently misdiagnose depression as dementia or Alzheimer’s dis¬ 
ease, they insist without evidence that medication will be more satisfactory than 
therapy, or they experience feelings of boredom, anxiety; or helplessness (Genevay & 
Katz, 1990; Knight, 1996). 

Encouraging Client Action 

In the final stages of counseling, counselors and clients work jointly to search out 
new resources or new opportunities for growth and change based on insights gained 
in earlier sessions. This stage is particularly important for counselors and older 
clients because society tends to be unprepared for, unresponsive, or even resistant 
to older adults developing new social and career roles. 

Older clients can take action to change their lives by making use of talents and 
skills in new and innovative wavs. Retired history or language teachers, for example, 
may lead tours to foreign countries; retired biologists may lead nature treks. Others 
might develop talents they had put aside early in life, such as playing a musical 
instrument, renewing their skills by taking lessons, becoming proficient, and/or join¬ 
ing the community orchestra. Someone who has collected antiques over the years 
might open an antique shop. 

Terminating Counseling 

Counselors working with clients considerably older than themselves tend to find ter¬ 
minating sessions the most difficult part of counseling. Knight (1996) says, “It is vir¬ 
tually always the therapist rather than the client who experiences termination as very 
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difficult" (p. 96). Older clients, Knight says, often are reassured by termination, see* 
ing it as an indicator of completing something successfully. They often have had 
more experience with endings and so are more used to them. Therapists, in con- 
trast, tend to be more reluctant to end sessions because they fear that older persons 
mav be too frail to deal with problems on their own or will experience loneliness or 
feel abandoned. Counselors do need to be alert to feelings of client sadness, fear, 
resentment, or anxiety that typically occur during the terminating stage of counsel- 
ing. They need to address these issues to the satisfaction of their clients before coun¬ 
seling is concluded. 

Life Review: A Special Technique with Older Adults 

In 1963. Robert Butler proposed that life review is a natural process experienced bv 
older adults—a process in which a person reviews and reflects on past experiences, 
achievements, jovs. and sorrows as a way of searching for a renewed sense of mean¬ 
ing in life. 

Butler's life review is an amplification of Hrikson’s original view regarding the 
major developmental task of older adults. Erikson proposed that when older adults 
feel despair, they review and reevaluate their past and gain integrity or a sense of 
coherence in their lives. In later writings. Erikson and other developmental theorists 
expanded the life review concept as a means whereby elders can develop new. pro¬ 
ductive ways of living (Erickson, Erikson, & Kivnick, 1986; Friedan, 1993: Knight, 
1990; W'hitbourne, 1985). Knight (1996) says that “life review is not an end in itself, 
but rather a process that improves the life history as a step toward creating the 
future" (p. lol) 

Life reviews are truly meaningful if older adults use them in life-enhancing, gen¬ 
erative wav.s This focus on generativitv in older adults as described earlier is empha¬ 
sized by Friedan < 1993). Life review lias become a popular technique in counseling 
and therapy with older adults. Crose (1990). Disch (1988), Knight (1996), Sherman 
( 199]). Yincy (1993). Waters < 1990a >, and W'hitbourne (1985) have written about life 
rev iew and its appropriate use in counseling and therapy. 

Life review activities are also led by those who are not counselors or therapists. 
Writers and biographers often lead such workshops for older adults. Their purpose 
and approach is quite different, however, because they use life review' non therapeu¬ 
tically In this discussion, life review is used therapeutically by professionally trained 
counselors and therapists for those clients w ho express a need for it. 

it is impossible tor a counselor to expect a client to come forth with a complete 
hie review that em mil passes so many decades of life. Knight (1996) sees the coun¬ 
selor as a direi me m helping the client through the life review process. According to 
Knight, counselors, should note any large gaps in client stories to encourage deeper 
e\pl< »ration through au\is that i lients might be avoiding. Counselors act as editors in 
that ihev help bents nuke t hones on what areas are important to cover. He recom¬ 
mends that positive dements be emphasized if the goal of counseling is to help 
clients impn »u then sense nt well-being, if the aim is to change long-standing behav¬ 
iors. counselors mav have to work on hidden negative experiences that need to be 
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acknowledged and worked through, («JiiMikiau<>n i’l huw lifetime stories tie in with 
clients' future way of life is essential < Knight r*V Waters, Lax u. Whit bourne. 19SS). 

In contrast with Knight ^ due* u\e a:-: , -- , »' ' num ^mjmh’Imvs prefer to act as 
guides, rather than as editors, m the \U- i^mss Katin t than try to influence 

or shape the content ot older adult n**»i-.ei o ,f n\ un ‘»ut.ue t Items to talk about 
memories that are important n> them h.i'ir* mr\ entourage clients to do their 
own interpreting of these ivfnembi.it.. > ;.i wk : ’nan inlet put them for the clients. 

Life review should he done bv \\r:' oained • mui'w I**t* Disch (19SS) has 
expressed concern that mental health pi a. ntniuef^ a ho are unnamed in adult devel¬ 
opment might misuse or overuse ! 1 1e u\u \\ Wi'u> » luonj, .t maulers it a valuable 
tool for counselors but cautions that life teviews mj\ trigger >adness and depres¬ 
sion for people who feel extreme di^MUsfa^ non ah h their lives < p. 2 ). 

Knight (199b) believes that life review should ran be used iruliscriniinateiv. He 
suggests that it is not typical)) appropriate «>r useful tor piobie,unfocused concerns 
related to specific situational changes that do not uiuluh disrupt the older adult's 
life. He recommends using life renew when older adults are grieving and need to 
develop new perspectives about then Ini"' oi when rhe\ are evpeneiu mg new emo¬ 
tions that must he integrated into the self f un her. he secs n a useful technique 
when older adults themselves raise douhitui. despairing quern* ms about how well 
they have lived their lives and wonder how thev i an continue to live productively. 

Life review techniques have been mv orp* .rated into some well-established coun¬ 
seling approaches—for example. Gestalt, Adlerian, personal i obstruct, and Jungian. 
Gestalt technicfues can be used during a life review to help delve into unfinished 
business (Crose, 1990). Clients are encouraged to reexperieme their past stories by 
enacting them. The older person may be asked to dialogue v\nh someone who is 
dead or otherwise unavailable and so resolve conflict with that person (empty chair 
technique). .Alfred Adler believed that an individual s earliest recollections are essen¬ 
tial clues to understanding their unique styles of life. Sweeney i 1990) makes use of 
this technique in working with older adults. The client's early memories are used as 
a basis to encourage purposeful reminiscing that helps older adults modify lifestyles 
in a positive way 

Personal construct theory (see chaps. S and 9) can be effectively applied during 
the life review process (Viney 1993). This approach is based on the assumption that 
elders have acquired complex constructs of meanings from the events they have 
experienced over the years. These constructs are reconstrued and modified during 
the therapeutic process, enabling clients to experience change or transformation. 
Commenting on a personal construct approach to elders, Viney (1993) says: 

They are also seen like all adults, as actively handling their own flaw s of experience, being 
able to reflect on that process anti to recognize that they are, themselves, agents of it. 
They are also able to integrate separate aspects of this experience over time in the stories 
they construct and to reintegrate it when events make such change appropriate by 
retelling their stories, (p. 9) 

Viney (1993) believes that reconstruing and reintegrating experiences is at the 
core of psychological development. This integration can best be accomplished by lis- 
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tening to elders tell and retell their stories in therapy. Through this process, elders 
can “work through grief and guilt, getting in touch with strengths, both personal and 
interpersonal, and unleashing creativity and enjoyment as well as that most fulfilling 
sense of integrity" (p. 50). 

Jungian psychiatrist Alan Chinen (1989) uses the telling of elder fairy tales as an 
imaginative way to help older adults review their lives. In working through the mes- 
sages of the elder fairy tales, Chinen says, “The elder embraces the past, not to 
regress but to illuminate all of life. The end is the beginning transfigured" (p. 137). 

Chinen (1989) makes a sharp distinction between youth fairy tales, in which the 
young hero is the protagonist in search of achievement and glory and elder fain- 
tales, in which the older person is the protagonist in search of maturity and wisdom. 
Youth tales, on the one hand, common in our culture, focus on ego identity and 
achievement—essential developmental tasks in the first half of life. Heroes and hero* 
ines conquer dragons, witches, and evil older people to achieve perfect love and a 
kingdom. End of story Elder tales, on the other hand, which begin where the youth* 
oriented tales end. are concerned with essential developmental tasks in the second 
half of life: self confrontation, self-transcendence, and emancipation—tasks that lead 
to compassion and wisdom. 

Life review can be effective in group counseling, as w r ell as in individual counsel¬ 
ing. When working with groups, stimuli such as music or memorabilia such as news- 
paper clippings or old family photographs can be used to trigger recollections 
(Waters, 1990a). Sharing stories is another way of evoking memories. As in any group 
counseling, counselors need to be certain that neither they nor any group members 
pressure or try to persuade another group participant to share memories that he or 
she is not ready or willing to share. 


Special Problems of Older Adults 
Depression 

Counselors working with older adults need to be especially concerned about the 
diagnosis and treatment of depression for several reasons. First is the very high inci¬ 
dence of depression in the older population. Second is frequent misdiagnosis of 
depression as dementia or Alzheimer’s disease. Third is the tendency to overpre* 
scribe antidepressant medication anti to ignore the value of counseling and psv* 
< h( ltherapy w t(h i >ider pec iple. 

It is estimated that JO 1 ’,, of the elderly have some sort of mild or moderate depres¬ 
sion i.Mvers. Iooni t.lnmal chronic depression is relatively uncommon. Briefly, those 
l>ers< >ns suffering trhm ( hronu depression tend to have intense and persistent sadness 
and pessimism not n|>\inus|\ related to anything specific in their lives. These intense 
feelings interfere with then ability to function adequately socially or physically Those 
with mild < >r moderate depression feel sad or in a down mood because they are suffer¬ 
ing from sj>c\ itu losses < >r transitions that are stressful or unexpected. They are, how¬ 
ever. usually able to meet daily responsibilities (Schmall. Lawson, & Stiehl, 1993). 

Depression in older adults is often overlooked or misdiagnosed. Stooped pos¬ 
ture. minimal ph\su a) activity sleep disturbances, and reduced appetites, w r hich are 
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typical symptoms of depression, arc also i h.ir.it teristu ol mam frail, sickly, older 
people who are not depressed MfMli.tgn*»*i* max also unir Ixvause manv older 
adults who are depressed dem and ,r -'uar ♦eeling^ htsause diev are afraid 

they would he diagnosed as cra/\ 

At times, symptoms of depression m,« n a^ At imh^ and fatigue mav he misdiag¬ 
nosed as a sign of a particular phxot al iHiu"* s nm- older drpivsM/d people exhibit 
temporary memory problems and ■» mtusu .n ??..a -nttim dvnu ntu or Alzheimer's dis¬ 
ease. If mental health workers arc uiuw.iic « >t nu> ^imiLiniv. ihe\ mav make incorrect 
diagnoses of dementia (Schmail ct al . luo-%. Vacant nu\ \ »»mnhuie to misdiagnosis. 
Professionals who automaucalh equate older age with niumiiw toss fail to consider 
other factors, such as feelings of depression, ia* k of exercise, or malnourishment. 

The misuse or overuse of medii ation l< >r depression lias parm ular ramifications for 
older adults. Physicians and mental health \m irkers win»lx*he\e that older adults are not 
responsive to counseling because ot their age tend to prescnlv onlv medication, lliis 
occurs despite statistics showing that ps\» hotlurapv nr counseling, along with medica¬ 
tion, has a higher success rate than medicarn »n ai< >ne < lakubuk vS; t allalian. 19%). 


Suicide 

11 an older adult’s depression goes unrecognized or is misdugn* >maI as dementia, the 
person may become suicidal. Counselors must l>e particularh attentive to the possi¬ 
bility of suicidal intentions in depressed older adults. The average rate of suicide 
among those over age 65 is the highest of am age-group (Bee. 1W'; Belsky, 1990). 

Factors that contribute to high risk of suicide in older adults include severe 
losses, such as the death of a loved one; prolonged feelings of hopelessness, help¬ 
lessness, or isolation; prior attempts at suicide: heavy alcohol or drug use; expressed 
desire to kill oneself; and availability of a lethal weapon (Schmail et al.. 1993). Most 
of these symptoms are similar to those of suicidal younger people. In older adults, 
however, losses and isolation play a bigger part. Moreover, older people are more 
determined to follow' through with the intent to kill themselves, and they are more 
likely to complete suicide attempts. 


Elder Abuse and Neglect 

Elder abuse or neglect by caretakers has only recently come to the attention of men¬ 
tal health counselors and other professionals. Elder abuse occurs in various ways— 
physical and psychological abuse, financial exploitation, and neglect. Caretakers may 
physically or verbally assault elders, steal or misuse elders’ money or property, leave 
elders in unsanitary 7 or hazardous living environments, or withhold appropriate care. 

The estimate that about 4% of older adults are victims of abuse or neglect is con¬ 
sidered much lower than the actual occurrence of abuse (Cavanaugh, 1997). Elder 
abuse is as prevalent as child abuse but is a well-kept secret, scarcely reported in the 
professional literature or public media (Callahan, 1988). 

Older persons are most likely to be abused by their adult children and by their 
spouses. But abuse also occurs all too often in nursing homes. Pillemir and Moore 
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(1989) surveyed more than 500 nurses and nurse’s aides working with older adults 
in nursing facilities. Results showed that 10% of respondents said they had physically 
abused a resident, and 40% reported they had psychologically abused a resident 
When they were asked about their observations of how other staff members treated 
elderly patients, however, the levels of abuse rose dramatically: 36% reported they 
had observ ed other staff members physically abusing elderly patients, and 81% 
reported witnessing acts of psychological abuse. 

Abuse or neglect of the elderly is more likely to be detected and prevented j n 
long-term care facilities than in private homes. For those elderly people who live i n 
private homes, abuse rarely gets reported. The elderly often are powerless when 
spouses or sons or daughters abuse or neglect them. Overcome with shame or fear 
of abandonment and impaired by physical disability, they are reluctant or unable to 
report abuse. Shelters are available where abused children or abused spouses can 
escape for protection, but unfortunately no such emergency facilities are available 
for older abused persons who need to be separated from their abusers. 

Elder protective services have been mandated in all states to serve older adults 
who are being neglected or abused. Whenever health care professionals notice signs 
of elderly abuse in clinics or in long-term care facilities, they are required to report it 
to elder protective services. 

When abuse by a caretaker is reported to protective services and the circum¬ 
stances of abuse are assessed, several actions are possible. Arranging for alternative 
care is one option. Another is determining whether the abuse was precipitated by a 
caregiver who was overstressed; caretakers can be helped to assess the degree of 
overload and how and w here to seek help w'hen stress levels escalate. 

Respite care is available in most communities to give overburdened caretakers 
assistance, relief, and time-out. Arrangements can be made for visiting nurses or 
other health care professionals to come to the home at regular intervals to bathe the 
patient, check on medication, change bedding, and attend to other similar tasks. 
These serenes are particularly helpful when the caretaker is physically unable to lift 
or move the elder Caretakers can also get help in preparing meals or in doing 
household chores These services ease stress and permit caretakers to have some 
time to themselves, run errands, or engage in their own social activities. 

Mam caretakers could benefit from counseling. Counseling can help them work 
through feelings of helplessness, anger, grief, or guilt when strained relationships 
reach a breaking joint (see "Counseling Needs of Caretakers,” later in the chapter). 

W hen professionals become aware that an elderly person is being exploited 
financLiliv thc\ can assist the elder in getting legal advice and legal protection. Rep¬ 
utable attornew sj*s uli/e now in elder law. In these instances, counseling can help 
the older |vrv «n \\< >rk through feelings of anger, depression, or grief at the betrayal 
of a trusted ad\ iser. lo\ed one. or caretaker. 


Facing l.o*scv Death and Dying 

Suffering from losses—loss of one's job, loss of a home, loss of a loved one, or, for 
the termirulh ill the imminent loss of one s own life—can happen any time duringa 
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person’s life, hut such losses generally incur more often in the latter stages of life. 
Individuals suffering from such losses as uiese without an opportunity logo through 
the process of grieving can experience emotional and physiial problems (Gilliland & 
James, 1997; Kalish, 1985; Marino. I99<>) Depression, disorientation, and anxiety dis¬ 
orders result from unresolved grief tMarino. l‘Hiu Main therapists claim, however, 
that those suffering from losses develop new strengths as rhev work through the 
grieving process (Gilliland & Janies. lWt. It enables them to realize new opportuni¬ 
ties for growth. Accepting change in life emp< >\\ers and revitalizes them. 

Confronting ones own mortality and laung one s own death is the ultimate 
stage of development (Gilliland & James. IW"; Kuhler-Koss, 19“ *; Kando. 1984). In 
her classic book On Death and Dying 1 19(>9). Elizabeth Kubler-Koss pointed out the 
general denial of death among most people in our culture. She explores the need for 
greater understanding of the emotional problems—the fears and denials—of termi¬ 
nally ill patients and their families. 

Through interviews with 200 terminally ill persons. Rubier-R ons found that most 
people go through five emotional stages: denial, anger, bargaining, depression, and 
final acceptance. She perceives that denial is a normal stage of getting ready to die. 
After accepting the reality of death, patients then experience nn^er and resentment, 
which are generally projected on family and caregivers. In the next stage, they try 
bargaining to delay or postpone death. When they realize that this is futile, depres¬ 
sion sets in, followed by the final acceptance of the inevitability of death and a 
sense of peace. 

In a later publication, Kubler-Ross (19~4) cautions against considering these 
steps to be fixed stages that everyone experiences at the same time. The processes 
of emotional responses may differ significantly in individuals. 

When working with a client who is dying, counselors need to consider the 
client’s degree of physical pain and deterioration, psychological outlook, number 
and nature of interpersonal attachments, and amount of energy and degree of hope 
(Cavanaugh, 1997; Corr, 1991-1992). Counselors also need to take into account the 
setting in which the client is being cared for—whether the patient is at home, in a 
hospital, or in a long-term care facility 

Cavanaugh (1997) recommends using a form of life review in which counselors 
encourage clients and family members to write narratives about earlier life experi¬ 
ences that can help them work through emotional blocks to grieving. 

The most valuable contribution that counselors and other mental health workers 
can make is to help dying individuals maintain some semblance of control and inde¬ 
pendence in their lives (Cavanaugh, 1997; Schulz & Ewen, 1993)- ‘Dignity can be 
enhanced by involving the dying person in all decisions that affect him or her, includ¬ 
ing control over the end of life” (Cavanaugh, 1997. p. 508). These considerations are 
especially important to older adults because these people are particularly susceptible 
to feelings of helplessness. 

Hospice Care. Until the 1940s, most terminally ill older adults spent their last 
days at home being cared for by family members and friends. From the 1940s 
through the 1970s, most dying persons died in impersonal, clinically oriented institu- 
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tions, isolated from loved ones and family and with little or no attention to their 
emotional and psychological needs (Cavanaugh, 1997). 

In 196“", in reaction to the sterile, isolating institutional approach, St. Christo* 
pher Hospice was established. This center emphasized a more humanitarian 
approach for caring for the terminally ill, a method that combined institutional and 
home care. This movement spread quickly throughout North America and Europe. 
Today, there are more than 1,500 hospice programs (Bee, 1996). 

The major focus in hospice care is involving family members in the care of the 
dying person in a warm, personal atmosphere. Hospice sendees generally work out 
of the patient's home or family home. Cared for in familiar surroundings and in sig* 
nificam contact with family and friends, the patient can attend to his or her impend¬ 
ing death with less fear and apprehension. Not only are family and friends more 
involved in daily caretaking, but thev also are able to visit with the patient more 
often, listen to the patient's stories, and offer comfort and reassurance in the 
patient's last days. Patient and loved ones have more opportunities to say good-bye 
and to let go of past conflicts through reconciliations and forgiveness. 

Professional assistance is provided by an interdisciplinary team of professionals, 
which may include physicians, visiting nurses, social workers, and counselors. Assis¬ 
tance is also given at regularly scheduled times in such caretaking tasks as bathing 
the patient, preparing meals, and doing household chores. 

The counselor can be particularly helpful with the family involved in hospice 
t are when fanulv members experience undue stress over the burdens of caretaking, 
express unresolved conflict with the terminally ill patient, or experience debilitating 
grief over losing their loved one. 

Grief Process and Grief Couttseling . Kiibler-Ross (1969) suggests that family 
members ot the living person go through similar stages of grieving: denial, anger, 
guilt. prep.traior\ grief, and the final stage of saying good-bye. Their emotional reac¬ 
tions and lx*ha\ ioi*s. ilow ever, are quite different from those of the dying patient, 
family members may shop around from physician to physician, hoping for a differ¬ 
ent diagnosis, or they may feel guilty that they did not do more for the patient, 
(a mnseling tamily membersduring the early stages of grief can help them continue 
n > work thn mgh the gne\ ing process after their loved one dies. 

for those- patients who are terminally ill, family members have some time to 
anticipate and begin the grief process. Sudden, unexpected deaths, however, have 
the additional impai t ot shoc k and lack of opportunity to say good-bye or to resolve 
unfinished business 

\\ hethei death is expected or unexpected, counselors must consider various fac¬ 
tors when assessing the intensity and duration of the diem’s grief How central was 
the deceased in ihr < lient s h?e? How troubled was the client's relationship with the 
de< eased*’ ! ta> the » Item recently experienced other deaths or serious losses? Does 
the i hem haw uusrsulwil grief reactions from earlier stages of life? 

More roenth. s<»nie counselors and other mental health professionals have 
,h t v the stage model of grieving based on Kubier-Ross’s work, 

(it ief work s|k-i i.ilisi-s Neimeyer and Worden believe that the stage theory' implies a 
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passive process that clients go through over \ p^n-nl * >f time Tlu-v prnpf^e instead a 
more active mode in which the person activclv tvm«Iwn gnet < Manno. iwn>. 

Worden (1992) has developed a series ot gru t A<*?k Mage'" that lu‘ believes allow 
clients a more active role in working through gnet 'li-rmed t’rnotu >nal disks, the 
stages are (a) accepting the reality of the loss. .hi ixprrunt mg the pain ot grief, (c> 
adjusting to an environment in which the do eased o moving .md m!> withdrawing 
emotional energy from the lost relationship ami uin Ming it elsewhere 

Marino (1996) describes how Robert Nctmever lias ailapted Worden'^ approach 
and developed what he calls an active adaptation model < >t grieving \cmieyer has 
clients face denial by encouraging them rn tell the ''toru s of their Io^n and to share 
their loss with family and friends. He helps clients m knowledge the pain, not only of 
the initial loss but also of the suffering afterward from the* deprivation (diems are 
then helped to adapt to new environments without the loved ones In the case of 
loss of a spouse, this often includes taking on tasks that had been done by the part¬ 
ner. Suddenly faced with unfamiliar responsibilities, the survivor often has to learn 
quickly to manage finances, prepare meals, repair the house, or perhaps learn to 
drive. In the last stage of grief counseling, clients are encouraged to connect with 
other people and to develop new interests and activities m life. 

Feelings of guilt are the most complex emotional experiences to work through 
for a survivor, especially if the death was sudden and traumatic or a result of suicide 
or if the relationship with the lost one had been troublesome. Caretakers are apt to 
feel guilty when they experience relief after the patients die. Or a grieving widow- 
may believe that she had neglected the dying husband or had been unnec essarily dif¬ 
ficult with him (Knight, 1996: Worden, 1992). In these cases. Gestalt techniques are 
recommended, such as role playing or empty chair dialogue, in which the client has 
imaginary discussions with the deceased over unresolved issues (Knight. 1996: Wor¬ 
den. 1992), Psychodrama also works well in a group setting in winch the client 
enacts scripts with other group members, one of whom portrays the deceased per¬ 
son (Worden, 1992). 

Grief specialist Gary Price believes that this active adaptation model works best 
in group counseling (Marino, 1996). The process of group members sharing stories 
of loss helps normalize the grieving process, offers mutual support to group mem¬ 
bers. and expedites the resolution of conflicts resulting from loss. 

Abnormal Grief Reactions . Sorrow, sadness, loneliness, denial, anger, disbelief, 
guilt, and depression are all natural and expected emotional reactions to loss. What dis- 
tinguishes normal from abnormal reactions, however, is not the type ot emotion being 
expressed but rather the intensity’ and duration of the response (Cavanaugh, 1997). 

Persons suffering from guilt and self-blame that persist over a long time are 
experiencing abnormal grief reactions. These feelings disrupt the individual’s life, 
turning into long-term depression that may manifest itself in chronic fatigue or ten¬ 
sion or include obsessional thoughts about the deceased long after the person has 
died. The individual may refuse to move the deceased’s belongings or resist develop¬ 
ing new relationships long after a reasonable time of mourning has passed 
(Cavanaugh. 1 Q 97, Knight, 1996). 
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Counseling in Long-Term Care Settings 

Increasing numbers of counselors are working with older adults in long-term care 
(LTC) settings. Counseling may occur in nursing homes, residential.centers, adult 
day care centers, or clients’ homes (Ganote, 1990). These older adults may be expe. 
riencing emotional distress related to their disability; may be experiencing grief over 
a loss or conflicts with caretakers or family members; or may be suffering from 
depression or difficulties in adjusting to the restraints of LTC settings. 

For various reasons, the counseling needs of older adults in LTC have not been 
adequately met. Nursing homes have replaced mental hospitals as the major institu¬ 
tion caring for older adults with mental illness. As a result, about two-thirds of the 
elderly in these facilities have some form of psychiatric disorder (Jakubiak & Calla¬ 
han, 1996). Of the remaining elderly residents, those who do not have mental illness, 
their developmental concerns tend to be ignored. Furthermore, neither group * 
receives psychiatric help or counseling. Nursing home surveys in the 1980s show 
that only 2°o of nursing home patients received care from a mental health profes¬ 
sional (Jakubiak & Callahan, 1996). 

In the 1990s, counseling in nursing homes increased with the enactment of th e ! 
Omnibus Budget Reconciliation Act (OBRA) in 1987 (Jakubiak & Callahan, 1996). I 
Subsection C. entitled Nursing Home Reform, deals with regulation of the activities, I 
services, anti certification of nursing homes. This act calls for monitoring the quality I 
of life in nursing homes and preadmission screening for persons with mental illness j 
and mental retardation. The act also specifies that counseling and therapy services i 
must be offered by trained professionals. 

Counseling in LTC differs in some ways from counseling in most other settings. 
Most of the counselor’s work is done outside the office, doing a lot of brief, intermit- j 
tent counseling and often responding only as crises arise. Counselors must also work I 
closely with physicians because older adult clients usually have medical problems 
accompanying their psychological concerns. It is particularly important that coun¬ 
selors be aware of various medications clients are taking and their side effects on the 
clients’ physical and emotional well-being. 

LTC clients generally show anxiety or depression and feel helpless as a conse¬ 
quence of having lost a sense of autonomy and independence. Feelings of loss are 
central m the lives of LTC elders. Many not only experience loss of spouses, relatives, 
and friends but also feel a loss of independence and control. In these instances, 
’counselors help them work through emotions such as denial and anger—feelings 
that are a normal part of the grief process. Working through grief, as discussed ear¬ 
lier. permits i lients to explore ways of adapting to life as LTC patients. 

()ider .uiults nu\ be referred to counseling because they are striking out at care¬ 
takers nr other residents or are yelling, swearing at others, or otherwise being dis¬ 
ruptive i Canute. iwth. The counselor’s role is to provide a safe place for them to 
vent their teelmgs of helpless rage and frustration and to suggest ways they can gain 
some sense of control over their lives. 

Comiseliirs can help them reestablish some feelings of control by consulting 
with caretakers alxiut allowing the clients to have more options and be able to make 
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choicer fn thrir <i;nlv F<>r *-vuvnlr r> > :v ■'<* ir.vnivrri mrnu selrrrinn. 

in choice <>1 recreational activities. ui m Ocusum* about me nuinher ut n>ituh 
allowed or the timing of the visits. At the same time, counselors can encourage 
clients to express their feelings about their disability. They can also discuss ways 
clients can approach their daily activities in new ways. 

Professional counselors working with LTC clients use relaxation techniques, cog¬ 
nitive restructuring, Gestalt techniques focused on naming and expressing emotions, 
and life review (Ganote, 1990; Knight, 1996; Waters, 1990a). Relaxation exercises can 
be effective with older adults who are overly anxious. Exercises can focus on relaxing 
muscles, or deep breathing, or light exercise. Clients generally find it easier to 
explore their feelings or concerns after therapeutic body work. 

Cognitive restructuring can be helpful with clients who are depressed or who have 
exaggerated feelings of helplessness. A realistic appraisal of their physical and emo¬ 
tional concerns helps them confront their problems directly and reduces their ten¬ 
dency to exaggerate or overgeneralize their symptoms (Knight. 1996). For LTC clients 
who appear stoic, strained, and tense because of losses. Gestalt techniques can help 
them identify and express emotions. For example, while they bring up painful feelings, 
they are encouraged to notice their bodily sensations and emotional reactions. 

Life review can be effective with older LTC clients who express concerns about 
lack of meaning in life or who express interest in exploring their past. Gestalt tech¬ 
niques can be helpful in the life review process. Clients can reenact past experiences 
as if they were in the present or can have an imaginary dialogue about an unresolved 
conflict with someone who has since died that will bring forth painful past experi¬ 
ences into the present. These activities permit new perspectives and new meanings 
that reshape their memories about their past experience (Crose, 1990). 

Counselors can work closely with caretakers when counseling LTC clients. But as 
in all other settings, maintaining confidentiality between counselor and client is 
essential to the integrity of the counselor-client trust relationship. Only if clients are 
in danger of harming themselves or others may counselors share information with¬ 
out client consent. 


Counseling Needs of Caretakers 

Older adults requiring long-term intensive care generally have higher morale and 
more peace of mind when family members are the major caregivers. Family mem¬ 
bers who provide such care out of love and concern give generously of their time 
and energy. 

Even so, caregivers develop stress symptoms, and many feel depressed when the 
demands of caretaking become overwhelming (Bee, 1996; Belsky, 1990; Gwyther & 
George, 1986). Factors other than actual duties of care often contribute to pressure. 
For instance, if caregivers feel a lack of appreciation or support from other family 
members, if their relationship with the older person has always been troublesome, 
of if they have not learned problem-solving strategies, the burden of care may 
become particularly overwhelming (Belsky 1990; Gwyther & George, 1986). 
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Caregivers often are spouses who themselves may have some degree of physical 
incapacity. Many middle-aged adults also do some form of caretaking of one or more of 
their parents (Bee, 1996). According to Bee (1996), about 37% of middle-aged women 
will do some caretaking. Many of these women will be caught in a generational 
squeeze, having to care for both their children and their ailing parent or parents. 

Counselors can help caretakers deal with the ongoing stresses of caretaking h v 
helping them explore and work through feelings of resentment and entrapment 
These feelings often result from countertransference when the patient makes unreal, 
istic demands on the caretaker or becomes overly dependent or manipulative (Del- 
maestro. 1990; Katz, 1990). Counselors can also suggest ways to reduce stress, such 
as making arrangements for respite care. Caretakers can be encouraged to talk with 
health care professionals about ways to manage caretaking more efficiently. Coun* 
selors can also refer them to caretaker support groups, if available in their commu¬ 
nin'. where feelings and suggestions about caretaking are shared. 

During counseling, caretakers may come to realize that they are unable to con¬ 
tinue giving personal care to loved ones. Counselors can help clients express and 
work through feelings of guilt or ambivalence about giving up caretaking and help 
them make alternative caretaking arrangements for their loved ones. 

In 1XC facilities, caretakers, because of frustration, at times get overly angry at res¬ 
idents when the residents are disruptive or unmanageable or when they curse or hit 
out at staff and other residents. To subdue them, staff resort to applying physical 
restraints (tying patients to beds or wheelchairs) or sedating them heavily with drugs 

Counselors can help caretakers acknowledge and work through counter transfer- 
ence feelings of anger and frustration when elderly patients make unrealistic 
demands or become overly dependent or manipulative (Delmaestro, 1990; Katz 
1990). When caretakers work through their own countertran.s fere nee feelings with a 
counselor or therapist, they can better assess and understand elderly patients’ feel¬ 
ings of helpless frustration and anger. Caretakers then are more responsive to coiin- 
selor suggestions regarding ways to prevent emotional or physical outbursts of their 
elderly patients. 


^ CONSULTATION WITH FAMILIES OF OLDER ADULTS 

In addition to uttering counseling services to older adults or to caretakers of older 
adults, counselors offer counseling services to family members who have concerns 
about their aging parents. An example is helping adult children determine whether 
then* parents are tapable of living independently or whether they need care. If they 
need care, then die tvpe of care needs exploration. Should the older adults live with 
their children, get full-time or part-time help from visiting nurses, or move to an 
assisted-living tenter or to a nursing home? The counselor can also help adult chil¬ 
dren of die elderlv recognize when they may be overanxious about their parents’ 

' ;'c vd ru i T uer\me or their parent'-* behalf. 
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-«> RESEARCH: COUNSELING OUTCOME 

in a review of research on counseling outcomes wuh older adults, Snner and Inmcri 
(1990) concluded that few studies exist and that what little research there is focuses 
on time-limited therapy with depressed elderly. The\ recommend that counselors 
conduct research with adults who have less se\ere emotional disorders. that they 
study the effectiveness of individual counseling with older people, and that thee 
explore the use of preventive psychological education and support activities. 

Part of the reason for the meager amount of research in gerontologic al counsel¬ 
ing is that funds for research in all aspec ts of gerontology are inadequate. Carol 
Schutz (1993), executive director of the Gerontologic al Society of Americ a, says that 
growth and support for gerontological research are inc reasing hut that "it still 
remains underfunded and important, ‘break-through' ideas may be languishing for 
lack of funds” (p. 3a). As gerontological research in general increases, one can antici¬ 
pate an increase in gerontological counseling research. 


SUMMARY 

Healthy older adults have become a significant force in society as life expectancy has 
increased dramatically since 1900. By the year 2030. older adults will represent more 
than 21% of the total population. The increased longev ity of older healthy adults 
stimulated human development scholars to explore the unique developmental 
processes of people over age 65. Contrary to genera! belief, they found that most 
individuals continue to develop and grow throughout their life spans. 

Stereotypes about older adults interfere with their growth potential. The most 
detrimental stereotype is that of equating aging with decline and deterioration. This 
stereotype is based on society's tendency to idealize and emulate a youth model. 

As more and more older adults are living longer and healthier lives, the demand 
for older adult counseling services has increased. Counselors can help older adults 
adapt to the many changes and transitions they experience in the latter part of life. 
They can guide older adults in their search for new and productive roles and activities. 

The counseling process with older adults is similar to that used with clients at 
other age levels. Some aspects, however, are unique to counseling older adults: (a) 
Counseling goals focus on helping clients regain control over their lives; (b) counter¬ 
transference issues related to ageism and to the fear of getting old are common 
among counselors working with clients who are much older than they; (c) coun¬ 
selors also need to help clients overcome barriers in society that interfere with their 
carving out new roles in their lives; (d) life review, in which a person reflects on and 
reevaluates past experiences to gain new r meaning or purpose in life, is particularly 
suitable for older adult clients. 

Gerontological counselors must be aware of problems that are especially trou¬ 
blesome for older adults. Rates of depression and suicide are the highest of any age 
group. Elder abuse or neglect of frail elders, often unreported, occurs frequently in 
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the elders’ own homes, as well as in long-term care facilities. Losses of loved on^ 
careers, and family responsibilities are commonplace in older adults. The numbers 0 j 
those suffering from terminal illness increase with older age. Grief work counsel^ 
helps older adults and their loved ones work through suffering and loss. In the ca^ 
of terminally ill patients, counselors work with hospice services specifically devej 
oped for caring for dying persons and their families. 

Gerontological counselors also offer valuable service to individuals who are 
long-term caretakers. They can help caretakers work through countertransference 
recommend ways of reducing stress, and refer them to appropriate support group s 1 


-®> PROJECTS AND ACTIVITIES 

1. Interview one of your grandparents or some¬ 
one old enough to be your grandparent 
regarding his or her views about transitions, 
changes, or conflicts he or she has experi¬ 
enced in the latter years. How consistent are 
these views with the views discussed by 
developmental theorists? 

2. Select an individual over age 65 who you 
believe is functioning optimally and another 
who seems to be having difficulty coping 
with changes in life. What factors may be 
contributing to differences in functioning? 
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